Background and Objectives: Veterans enter nursing homes (NHs) for short-term postacute, rehabilitation, respite, or endof-life care. They also enter NHs on a long-term basis due to frailty, disability, functional deficits, and cognitive impairment. Little is known about how a particular NH is chosen once the decision to enter a NH has been made. This study identified VA staff perceptions of the key factors influencing the search and selection of NHs within the Veterans Health Administration (VHA). Research Design and Methods: Data derived from 35 semistructured interviews with discharge planning and contracting staff from 12 Veterans Affairs Medical Centers (VAMCs). Results: VA staff placed a premium on Veteran and family preferences in the NH selection process, though VA staff knowledge and familiarity with placement options established the general parameters within which NH placement decisions were made. Geographic proximity to Veterans' homes and families was a major factor in NH choice. Other key considerations included Veterans' specialty care needs (psychiatric, postacute, ventilator) and Veteran/facility demographics (age, race/ethnicity, Veteran status). VA staff tried to remain neutral in NH selection, thus instructing families to visit facilities and review publicly available quality data. VA staff report that amenities (private rooms, activities, smoking) and aesthetics (cleanliness, smell, layout, décor) often outweighed objective quality indicators in Veteran and family decision making. Discussion and Implications: Findings suggest that VAMCs facilitate Veteran and family decision making around NH selection. They also suggest that VAMCs endeavor to identify and recruit a broader array of higher quality NHs to better match the specific needs of Veterans and families to the choice set available.
Population aging heightens the demand for nursing home (NH) care. This dynamic is exemplified in the Veterans Health Administration (VHA) of the U.S. Department of Veterans Affairs (VA). In 2015, 15.2% of VHA enrollees aged 85 years plus reported a NH admission compared to 1.3%, 3.0%, and 7.1%, respectively, among VHA enrollees under 65, 65-74, and 75-84 years (Gasper, Liu, Kim, & May, 2015) . Veterans reveal a strong preference for VA-paid supports, with 86% indicating that they would "definitely" or "maybe go to VA" if they needed NH care (Westat, 2010) .
In view of high care costs, variable quality, and potential long-term placement, possibly for the remainder of some Veterans' lives, it is essential that NH search and selection within the VHA be understood. About 52% of Americans turning age 65 can expect to have a need for long-term care before they die; approximately 14% with a care need lasting 5 years or more (Favreault & Dey, 2015) . This care is expensive: in 2016, the median annual cost of care nationally was $82,125 for a semiprivate room in a NH (Genworth, 2016) . Despite such high expense, suboptimal quality continues to be provided (Harrington, Carrillo, & Garfield, 2015) . This shortfall is reflected in the VHA where NHs serving Veterans exhibit variable levels of quality (Berlowitz et al., 2005; Laberge et al., 2008) .
The VA owns and operates 135 NHs, referred to as community living centers (CLCs) (U.S. Government Accountability Office [GAO], 2013) . Most CLCs are located at VA Medical Centers (VAMCs), either as freestanding buildings or as units within VA hospitals. The VA also contracts with about 2,500 community NHs. Each VAMC monitors the quality of care provided by the contracted NHs within its service area (U.S. GAO, 2013) . State governments own and operate approximately 152 State Veterans Homes (SVHs). The VA helps to finance the construction of these facilities, pays, in part, for the costs of care, and oversees quality. The VA spent $4.9 billion or approximately 9% of its health budget on NHs in 2012, serving an average of 36,250 residents daily, including 9,991 in CLCs (28%), 6,904 in contract community NHs (19%) , and 19,355 in SVHs (53%) (U.S. General Accountability Office (GAO), 2013). Virtually all SVH residents were long-stay (97%); a higher proportion of CLC (24%) and contract NH (20%) short-stay (GAO, 2013) . In all, 101,015 Veterans received VA paid NH care in 2015, 42,088 (41.7%), 27,019 (26.7%), and 31,908 (31.6%), respectively, in CLCs, contract NHs, and SVHs (Geriatric & Extended Care Data Analysis Center, 2016) . Veterans may receive NH care paid for privately or by Medicare and Medicaid as well.
Few studies have examined extended care referral within the VHA (Guihan, Hedrick, Miller, & Reder, 2011; Reder, Hedrick, Guihan, & Miller, 2009) ; none, specifically, on how VA staff, Veterans, and families work together to identify and choose particular NHs once the decision to enter a NH has been made. Studies examining NH search and selection in other settings are more prevalent than those examining NH referral in the VHA, though this broader literature also contains few recent contributions (Castle, 2003; Collier & Harrington, 2005; Froebe et al., 1982; Hefele et al., 2016; Jarboe & McDaniel, 1985; Konetzka & Perraillon, 2016; McAuley, Travis & Safewright, 1997; Pesis-Katz et al., 2013; Reinardy & Kane, 1999; Rogers, Buchanan, & Johnson, 1988; Shugarman & Brown, 2006; York & Calsyn, 1977) . Moreover, most of these studies focus on current/prospective NH residents and/or their families; relatively few focus on elucidating the views of the health care personnel with the broadest experience in how decisions around NH search and selection are made (Collier & Harrington, 2005; Jarboe & McDaniel, 1985; Shugarman & Brown, 2006) . The primary aim of this study was to identify VA staff perceptions about the key factors that influence the search and selection of the specific NHs to which Veterans are referred. Data derived from 35 indepth interviews with discharge planning and contracting personnel from 12 VAMCs. We begin with a primer on VA NH care and extant knowledge on NH search and selection, followed by a review of our methods, results, discussion, and conclusions.
Nursing Home Eligibility and Referral Policies Within the VA
Using guidance from Federal regulations and statutes, VA Central Office formulates policies affecting the provision of NH care within the VHA. Responsibility for administering these policies devolves to 18 regions, or Veterans Integrated Service Delivery Networks (VISNs), and 152 VAMCs. Federal rules require VAMCs to cover the costs of NH care for "mandatory" Veterans whose need for NH care results from a service-related disability, whose serviceconnected disability rating stemming from illness or injuries deriving from their military service is 70% or higher, or whose service-connected disability rating is at least 60% and is deemed unemployable or permanently and totally disabled (Wadsworth, 2017) . VAMCs also provide NH care to other "discretionary" Veterans who may be subject to copays based on their level of service-connected disability and income and asset levels.
VA Central Office policies require interdisciplinary care teams to initiate referrals to specific programs and services (VHA, 2015) . Use of CLC and contract community NH care is based, in part, on clinical need and availability; so too is use of SVH care, though each state establishes its own criteria for admission (Department of VA, n/d). VA Central Office expects Veterans and their caregivers to be well informed about their care options and to be active participants in the care planning process (VHA, 2015) .
Nursing Home Search and Selection
Studies of NH search/selection typically asked respondents to identify and rank the most important factors influencing NH choice (Table 1) . Most studies focused on delineating the views of NH consumers and families, though the exact meaning of the general terms used to describe the attributes identified was often not specified (e.g., "good care," "quality"). Early investigations drew on family members in establishing location, services, staff skill/attitudes, quality of life, safety, and aesthetics as important attributes (Froebe et al., 1982; Jarboe & McDaniel, 1985; Rogers et al., 1988; York & Calsyn, 1977) . The next wave of studies drew on both NH residents and family to add certain amenities and costs to the NH search and selection equation (Castle, 2003; McAuley et al., 1997; Reinardy & Kane, 1999; Shugarman & Brown, 2006) . The latest wave of studies adopted a broader range of methods in reinforcing the importance of the previously identified factors to the exclusion of clinical quality of care in NH choice (Hefele et al., 2016; Konetzka & Perraillon, 2016; Pesis-Katz et al., 2013) . Relatively few studies examined the views of health professionals on NH choice; those that did highlighted factors similar to the consumer/family studies, again, to the exclusion of clinical quality (Collier & Harrington 2005; Jarboe & McDaniel, 1985; Shugarman & Brown, 2006) . Evidence suggests that decision makers-no matter whether staff, clients, or family-tend to draw on a limited range of information when searching for and selecting a NH (Castle, 2003; Froebe et al., 1982; McAuley et al., 1997; Konetzka & Perraillon, 2016; Shugarman & Brown, 2006) . Prospective residents and family members often rely on word-of-mouth from family or friends or on the names and addresses of NHs provided by discharge planners (Castle, 2003; Konetzka & Perraillon, 2016; McAuley et al., 1997; Shugarman & Brown, 2006) . They may also be referred to the Centers for Medicare and Medicaid Services [CMS] NH Compare website (Castle, 2009b; Mukamel et al., 2016) . NH Compare reports 24 quarterly updated quality measures across all Medicare/ Medicaid certified NHs based on routine resident assessments, annual inspections, and Medicare claims. It seeks to facilitate comparisons by using a 5-star ratings system for health inspections, staffing, clinical quality indicators, and overall performance.
It is important that the views of VA staff on the key factors influencing NH search and selection among Veterans served by the VHA be explored. On the one hand, it is unclear how well findings from the broader U.S. population apply to VHA enrollees. Veterans are a unique population, 92% male and many having experienced combat (Westat, 2010) . Moreover, the VHA as a single payer system may have incentives that are different from those of other community players. On the other hand, the VHA, with nearly 8.5 million enrollees, is the largest integrated health care system in the U.S. (Gasper et al., 2015) . Experience searching for and selecting NHs within the VHA may thus prove informative for Accountable Care Organization, MedicareMedicaid dual eligible, and other initiatives seeking to improve the coordination between NHs, health systems, and other entities.
Methods
Twelve VAMCs were chosen to ensure variability in geographic region-Northeast (2 sites), South (2), Midwest (4), West (4); catchment area-rural (4), urban (8); and available NH options-CLCs (0 to 2), contract community NHs (5 to 48), and SVHs (0 to 5) (Department of VA, 2009). Using a combined purposive-snowball approach, selection of interview subjects was first based on our own knowledge of the VHA but later on information provided by interviewees regarding which actors were most knowledgeable about each site's extended care referral and contracting processes (Patton, 2002) . VAMC staff with different backgrounds and roles were recruited for the interviews to promote representation of varying perspectives (Glaser & Strauss, 1967) . Use of a diverse sample increases confidence in the processes described to the extent that respondents' observations converge (Jick, 1979) . Moreover, a diverse sample lessens the threat of single-source information bias while expanding the breadth of the information assembled (Pothas & de Wet, 2000) .
Thirty-five semistructured interviews took place with 36 individuals from May 18, 2012 to December 6, 2012. One interview included two subjects. Two interviews were conducted in person, the rest over the telephone. Interviewees included 20 social workers, 12 nurses, and 4 geriatrics physician leaders. Approximately two-third of interviewees were supervisory and leadership personnel (e.g., nurse managers, social work supervisors, program coordinators); the remaining one-third front-line staff (e.g., staff social workers, staff RNs). Front-line staff worked directly with patients and their families on discharge planning and referral. Those in supervisory and leadership positions oversaw discharge planning and provider contracting, though they frequently reported working directly with patients and families as well. The first three authors-E. Miller, S. Gidmark, and E. Gadbois-conducted all interviews with at least two of the three present at each interview. Interviews were recorded (with each participant's permission) and transcribed. Institutional Review Board and Research and Development Committee approval was received at the Providence VAMC.
Semistructured interviews were conducted using a preexisting interview protocol. The protocol was developed with input from VHA researchers and practitioners and staff at the VA Office of Geriatrics and Extended Care Services. The draft protocol was fielded at one VAMC and revised before use in the study. The portion of the protocol most pertinent to these analyses began by asking interviewees to "describe the process for initial NH referrals" and to walk us through both "a typical referral" and "a difficult referral." This question was followed by "what, in your opinion, are the most important patient characteristics that influence the NH referral process; that is, the specific NHs within which a Veteran is initially placed?" Follow-up questions were used to clarify and opportunistically explore responses. Probes were used when certain topics were not raised naturally but it was felt going into the study might be important. Examples included the "patient's place of residence," "specialty care needs," and "demographic or clinical characteristics." Interviewees were next asked "how are the various [patient] characteristics identified weighted in the overall referral decision?" and "are there particular Veterans' needs that necessitate NH placement in particular NHs but not others?" Once patient characteristics were discussed, interviewees were asked "do you consider the characteristics of a particular NH when making referrals?" and "if no, why not?" and "if yes, what characteristics do you consider?" Again, follow-up questions and probes were used to further explore/clarify responses and to assess the relevance of particular characteristics that did not come up naturally (e.g., "specialties available," "proximity to family," "quality of care"). Next, interviewees were asked "How are the various facility characteristics named weighted in the overall referral decision" and "How are facility characteristics weighted relative to the characteristics of patients when making the NH referral decision." Interviewees were asked "Is there any printed or standardized information [or database] available on the characteristics of the NHs to which a Veteran might be referred" as well.
The first three authors used an open coding process to identify recurring patterns and themes in responses in the transcripts (Miles & Huberman, 1994) . This process was deductive to the extent that it was guided, in part, by a priori codes developed before the coding began. However, it was inductive to the extent that new codes were developed and pre-existing constructs adapted to the VA context. Initial codes derived from concepts drawn from the broader literature on NH search and selection (i.e., Table 1 ), topics covered by the interview protocol, and the authors' knowledge/recollection of the interviews conducted. The latter, in particular, were developed in weekly meetings held during the interviewing. At these meetings the authors would propose, discuss and, after consensus achieved, add to the preliminary list of codes. These initial codes were then refined through a process whereby each author read through twelve transcripts-one from each study site, and independently generated suggestions for new codes and the modification or elimination of old ones and for combining codes into broader categories. The authors then met to discuss their findings and to reach consensus on the updated coding scheme. The result was a coding tree used by two of the authors (S. Gidmark, E. Gadbois) to separately code/ recode all transcripts based on the common set of codes produced. This involved identifying segments of the text corresponding to each code. Few additional codes were noted at this point. Those that were identified typically reflected infrequently or rarely mentioned characteristics and concepts. Examples included specific "amenities" such as the role of Veterans "smoking status" in limiting NH choice and "spousal admission" policies in the decision to enter a SVH. These were added to the coding tree after discussion and agreement among all three investigators, producing the final coding scheme used.
The final coding tree was organized hierarchically with specific codes that collapsed into broader categories which in turn combined into big-picture concepts. Big picture concepts included such items as "referral source," "Veteran/ family role," "VA staff role," and "guiding characteristics." Narrower concepts, i.e., categories, were encompassed within each of these broad topic areas. "Guiding characteristics," for example, consisted of categories of patient and facility characteristics that were associated with placement decisions (e.g., "demographics," "geographic location," "specialty care needs," "quality of care," "amenities"). Even narrower concepts, i.e., specific codes, were contained within these categories; for example, "race/ethnicity," "age," "gender," and "Veteran status" within "demographics," and "private rooms," "activities," "pets," and "smoking" within "amenities." The final coding tree was used to identify, collect, and organize segments of text from across the transcripts into reports addressing specific topic areas (e.g., "guiding characteristics/geographic location/out-of-VAMC placement," "guiding characteristics/specialty care needs/ psychiatric problems," "guiding characteristics/quality of care/NH Compare"). One investigator (E. Miller) reviewed the coded segments within each report, grouped them into themes/subthemes and identified illustrative quotations. Review of the report "guiding characteristics/quality of care/NH Compare," for example, informed the content of the "Challenges to Making Quality Assessments Due to a Lack of Guidance" subtheme, whereas review of the report "guiding characteristics/specialty care needs/psychiatric problems" informed the content of the "Serving Veterans with Psychiatric Disorders and Behavioral Problems" subtheme. Themes/subthemes were reviewed and finalized by all three investigators. NVivo, a widely used qualitative data software program, was used to manage the data.
Results
The main themes identified include: (a) The Role of Veterans, Family Members, and VA Staff in NH Search and Selection; (b) Geographic Proximity to Veterans' Homes and Families; (c) Meeting Veterans' Specialty Care Needs; (d) Veterans' Demographic Profiles and Preferences; and (e) Quality and Amenities. Quotes illustrative of each theme are reported in Table 2 .
Theme 1: The Role of Veterans, Family Members, and VA Staff in NH Search and Selection
VA Staff Emphasized Veteran and Family Preferences and
Choice (1.a) Most interviewees reported that Veteran self-determination and choice were paramount in NH selection. They also reported relying heavily on input provided by Veterans' families. Often 
Veterans and Families Typically Chose a NH From Among the List of Options Presented to Them (1.b)
Each VAMC kept a list of community NHs on contract to provide NH care within its catchment area. Veterans selected an initial set of potential NHs from this list of contract community NHs, in addition to the CLC and SVH, if available. VA staff provided Veterans with additional choices when the initial set of options proved unacceptable or the Veteran was declined admission to the NHs of their choice.
Veterans and Families NH Options Were Sometimes
Limited (1.c) Sometimes Veterans were discharged to a particular community NH because it was the one facility willing or able to take them. Other times Veterans who wished to enter a CLC were placed elsewhere when CLC beds filled up or when the only beds available were reserved for purposes inconsistent with those Veterans' care needs. Due to lengthy waitlists, Veterans in SVHs usually experienced an intervening stay in another setting before SVH admission occurred. Consequently, VA staff rarely referred Veterans to SVHs following an inpatient hospitalization at the VAMC.
The Role of Family Visits in Informing NH Choice (1.d)
Recommending that families visit potential placement options was a routine aspect of the NH referral process. These visits were deemed important for gathering impressions about staff attentiveness and friendliness and facility cleanliness, odor, meals, and décor. These visits were also deemed important in light of the idiosyncratic nature of Veteran and family preferences. The same NH could prove more or less attractive depending on the care dimensions deemed important to particular Veterans and families.
NH Responses to VA Staff Queries Influenced the Referral Process (1.e)
NHs that exhibited more timely and enthusiastic responses to VA staff queries about placing particular Veterans within their facilities were more likely to be considered for referral than other NHs.
VA Staff Sometimes Directed Veterans with Respect to
Available NH Options (1.f) Some VA staff reported sharing information aimed at gently directing Veterans and families toward or away from particular NHs on the basis of quality and other considerations. Occasionally, VA staff would be more assertive in providing information that might encourage or discourage use of particular NHs. Sometimes this would involve suggesting that families visit specific facilities before making a choice.
Theme 2: Geographic Proximity to Veterans' Homes and Families

Geography as the Overriding Concern of Veterans and Their Families (2.a)
All interviewees reported that most Veterans want care to be provided as geographically close to their homes and families as possible, particularly when an elderly spouse with limited ability to travel was involved. They also reported that most families preferred geographically proximate NHs in order to make visitation convenient.
VA Staff Generally Tried to Accommodate Veteran/Family Geographic Preferences (2.b)
Most VA staff emphasized accommodating Veterans' and families' preferences for NHs close to Veterans' homes or 
Serving Veterans with Psychiatric Disorders and Behavioral Problems (3.b)
Psychiatric and behavioral issues were cited most often among the specialty care issues mentioned. CLCs and/or community NHs were sometimes eliminated from consideration because of the absence of enclosed units that specialize in caring for patients with serious mental illness or dementia.
Serving Veterans With Complex Medical and Other Needs (3.c)
Other specialty care needs highlighted by VA staff include: postacute rehabilitation and wound care, total parenteral nutrition (TPN), and ventilator/tracheotomy care. Here, again, CLCs and/or community NHs may be eliminated from consideration if lacking the requisite expertise.
Veterans With Certain Specialty Care Needs Can Be Difficult to Place (3.d)
Difficulties sometimes arose finding appropriate placements due to Veterans' specialty care needs, most frequently with respect to behavioral/psychiatric management, ventilator care, and histories of sexual assault.
Theme 4: Veterans' Demographic Profiles and Preferences
Age (4.a) Some interviewees reported that age played a role in facility choice among post-Vietnam War era Veterans who were younger than the typical NH resident. In particular, VA staff indicated that younger Veterans were more comfortable being around other similarly aged Veterans. They also indicated that younger Veterans were often more difficult to place due to the type and intensity of care needs presented and because NHs tended to orient themselves towards meeting the needs of older cohorts.
Race/Ethnicity (4.b)
A few interviewees reported that some NHs tended to serve higher proportions of certain racial/ethnic groups than others. Sometimes NHs preferred to accept patients that fit into their broader profile of residents. Other times patients preferred NHs with demographic profiles that more closely resembled themselves.
Gender (4.c)
Only a few respondents raised the issue of gender. However, there was some recognition that the use of CLCs, in particular, by females was likely to increase over time and that the integration of women into the care environment posed certain logistical challenges due to the absence of private rooms and bathrooms. It was expected that renovation work at CLCs installing private rooms and bathrooms would address this issue.
Veteran Status (4.d)
The majority of interviewees observed that Veterans often preferred to receive NH care in CLCs. This preference was attributed, in part, to the general belief that CLCs better catered to and appreciated Veterans than community NHs. It was also attributed, in part, to a desire to receive care in NHs occupied by high proportions of other Veterans. Some interviewees reported that being with other Veterans in NHs that appreciate and cater to Veterans was an important factor driving placement in SVHs as well.
Theme 5: Quality and Amenities
Perceived Quality Informed NH Choice (5.a) All interviewees reported that perceived level of quality played a prominent role in influencing NH placement decisions.
Perceived Higher Quality of Care in CLCs than in Community NHs (5.b)
The majority of interviewees reported that Veterans and their families often ended up choosing CLCs because they or their care teams believed that care quality is stronger than in the community NHs located within a VAMC's catchment area.
Challenges to Making Comparative Quality Assessments Due to Time Constraints (5.c)
The NH referral process primarily served Veterans hospitalized at the VAMC, where once medically stabilized the Veterans were transitioned to a lower acuity of care to improve availability of inpatient beds for other acutely ill Veterans. Due, however, to the imperative to turn over inpatient hospital beds, there was often a lack of time needed for Veterans and their families to make informed decisions among potential NH options when transferring to a NH from a hospital setting.
Challenges to Making Comparative Quality Assessments Due to a Lack of Guidance (5.d)
Interviewees generally reported trying to remain as objective as possible in presenting the list of community NH options available. Thus, Veterans and their families were typically referred to NH Compare for systematic quality performance data. Most lacked the skill set necessary to take advantage of online resources such as this.
Facility Amenities and Aesthetics Informed NH Choice (5.e)
Most interviewees reported that amenities such as private rooms, activities, and pets, proved particularly important in informing Veteran and family choice. Smoking status was also raised as an important factor, especially among those with serious mental illness. Because they can sometimes bring their spouses with them, even at a lower domiciliary level of care, VA staff reported that married Veterans often preferred SVHs to other potential options. It was reported that general ambiance and aesthetics often proved important in informing Veterans' and families' NH placement preferences as well.
Amenities/Aesthetics Can Outweigh Clinical Quality in NH Choice (5.f) Some interviewees reported that the relative importance placed on amenities and aesthetics can lead Veterans and their families to consider and select NHs other than those preferred by VA staff or that performed worse on objective measures of quality.
Discussion
This study highlights general similarities and some important differences in factors informing NH search and selection between the VHA and other settings. Consistent with prior literature, VA staff suggested that geography was often the determining factor in the NH selection decision and that Veterans wished to live in NHs with demographically similar residents, though interviewees identified age, Veteran status, and race/ethnicity in contrast to extant studies which highlight race/ethnicity, language, and religious affiliation. The role of Veterans' status is especially notable. VA staff suggested that Veterans often preferred CLCs both because they believed quality would be stronger and because they wished to receive care in NHs with other Veterans. They suggested that Veterans often preferred SVHs as well because they wished to reside with other Veterans, but that lengthy waitlists typically precluded direct placement to these facilities after hospitalization. Findings support research highlighting the importance of service availability in NH search and selection. Prior studies, however, described these services in very general terms (e.g., medical programs, specialized services). This is in contrast to the current study which is much more specific in identifying specialized service capabilities important for Veterans, including psychiatric/behavioral care, post-acute care, rehabilitation, total parenteral nutrition (TPN), and ventilator/tracheotomy care. The confluence of service considerations such as these stem, in part, from the unique care needs of Veterans deriving from their military experiences (Kramarow & Pastor, 2012; Selim et al., 2004) .
Consistent with VA policy (VHA, 2015; Department of VA, n/d), VA staff highlighted the role of Veteran and family preferences in NH choice. There are limitations, however, in the extent to which Veterans and their family members can exercise informed choice in practice. NH search and selection is a complex, stressful, and demanding process with which elders and families typically have little expertise and experience, let alone anticipate and plan for in advance (Castle, 2003; Guihan et al., 2011; McAuley et al., 1997; Shugarman & Brown, 2006) . Furthermore, findings support prior research indicating that these challenges are exacerbated by intense time pressures when searching for and selecting a NH following an inpatient hospital stay (Castle, 2003; Froebe et al., 1982; Reinardy & Kane, 1999) . Expediting patient flow from higher to lower levels of care in light of resource, bed, and staff constraints is not unique to the VA (Collier & Harrington, 2005; McAuley et al., 1997; Reinardy & Kane, 1999; Shugarman & Brown, 2006) . The result, however, is shorter hospital lengths of stay which, in turn, reduces the time available to identify, assess, and weigh potential NH options. Ideally, hospital discharge planning would begin within 24 hr of admission to provide hospital staff with the most time possible to educate and guide Veterans and families about potential NH options (Centers for Medicare & Medicaid Services, 2015) .
VA staff reported urging Veterans to visit prospective NHs because the same NHs may be viewed very differently depending on the care dimensions deemed most important to particular Veterans and families. VA staff indicated, however, that it is usually family members who visit potential NH options, likely because most NH referrals take place while the Veteran is hospitalized. This family role is consistent with the broader literature (McAuley et al., 1997; Shugarman & Brown, 2006) which also suggests that, because of hospitalization and declining physical and cognitive health, patients/residents tend to exert limited influence over NH search and selection more generally (Castle, 2003; Reinardy & Kane, 1999) . Greater attention needs to be devoted to delineating Veterans' goals and preferences and, to the extent possible, ensuring that they are active partners with family and providers in the decision process. Strategies discharge staff might consider for improving Veterans' sense of competency and control over NH search and selection might include helping Veterans identify those attributes most important to them when choosing a NH, providing detailed information on potential placement options and procedures, and linking Veterans to the CLC or specific high quality community NHs with which they have established pre-existing relationships, or had learned about through word-of-mouth and other sources (Collier & Harrington, 2005; Reinardy & Kane, 1999) .
Currently, the level of assistance provided to Veterans in NH search and selection is limited. Findings indicate that at hospital discharge Veterans typically choose either the CLC, if available and appropriate, or a community NH from among a list of NHs that contract with the VAMC; they seldom consider SVHs at hospital discharge due to the lengthy waitlists for admission noted earlier. Findings also indicate that VA staff try to remain as objective as possible when presenting potential placement options. This dynamic is consistent with practice in the broader health sector (McAuley et al., 1997; Shugarman & Brown, 2006) . CMS (2015) requires hospitals to provide patients with a list of all available Medicare participating NHs within a patient's geographic area, but staff cannot endorse the quality of the providers included on the list or steer patients toward specific providers.
Consistent with CMS (2005) policy, VA staff refer Veterans and their families to NH Compare for information on community NHs. Extant evidence, however, suggests that relatively few consumers make use of or are aware of NH Compare, or as reported in this study, access it in a timely enough fashion to inform decision making, particularly when seeking care after a hospitalization (Castle, 2009a (Castle, , 2009b Konetzka & Perraillon, 2016; Shugarman & Brown, 2006) . Moreover, when consulted, NH Compare tends to be used to help build the list of options available rather than, say, comparing quality of care and other characteristics across NHs.
VA staff reported that most Veterans and families lacked the skills necessary to take advantage of NH Compare. This finding is consistent with the broader literature which suggests that consumers tend to find NH Compare difficult to navigate and interpret, lacking information on items important to them, and potentially untrustworthy, particularly with respect to the source and accuracy of the data reported (Castle, 2009a; Hefele et al., 2016; Konetzka & Perraillon, 2016; Mukamel et al., 2016; Shugarman & Brown, 2006) . Challenges accessing and using NH Compare may, in part, explain the disproportionate weight VA staff reported Veterans and families giving to geographic location, amenities, and aesthetics relative to clinical quality when searching for and selecting a NH. Studies suggest that consumers would be more inclined to use NH Compare if discharge planners made a formal effort to connect and educate them about the technology needed to access it (Mukamel et al., 2016) . Consumer use would also rise if site administrators made concerted efforts to increase consumer awareness of NH Compare, implemented more user-friendly design features, incorporated additional desired information, and permitted clients to personalize the data and its presentation (Konetzka & Perraillon, 2016; Shugarman & Brown, 2006) .
Findings suggest that VA staff sometimes informed NH placement by sharing information on NH quality or other concerns, identifying NHs capable of meeting Veterans' specialty care needs, and directing Veterans to NHs with which they had developed good working relationships. Because they work closely with and/or are on the same campus as VA hospitals, VA staff tend to be well-acquainted with the benefits and drawbacks of referring particular Veterans to affiliated CLCs. By contrast, VA staff knowledge of community NH capabilities and performance appears to be developed ad hoc on the basis of their own, colleagues, and/or Veterans' experiences. This knowledge is informed by the timeliness and enthusiasm of NH responses to VA staff queries based, in part, on facilities' desire to keep their censuses up by having the VA serve as a stable source of referrals with which to fill available beds (Miller, Gadbois, Gidmark, & Intrator, 2015) . More systematic strategies are thus needed to identify and record facility performance. Ascertainment of community NHs' specialty care capabilities would be facilitated by requiring NHs to provide clear and straightforward accounts explaining why they chose not to take particular Veterans. Ascertainment of quality of care and other concerns would be facilitated by methodically documenting the observations and impressions gathered by nurses and social workers during alternating monthly visits of contract community NHs (VHA, 2004) . This information could then be compiled along with available information on local CLCs and SVHs into a centralized database that could easily be accessed by discharge team members to inform future NH placement recommendations.
Limitations
There are several potential study limitations. First, we studied NH search and selection at 12 VAMCs only. As such, the generalizability of study findings may be limited due to differences in local and regional market conditions and cultural norms that influence VAMC priorities and staff behavior. Then again, the range of VAMCs examined and the common policy environment within which they operate suggest that the study's findings may, nonetheless, be transferable. Second, a pre-existing sampling frame did not exist with which to identify and select interview subjects. Thus, although we believe we interviewed most key personnel active or involved in extended care referral and contracting, potentially knowledgeable VA staff may have been excluded. We note that this study was conducted largely from a hospital discharge planning perspective and not from the perspective of community based clinics. Third, we did not interview Veterans and family members about their perceptions of the NH search and selection process which may complement, reinforce, or contradict the impressions of VA staff. Finally, caution should be applied when drawing lessons from our findings for other non-VA contexts.
Conclusion
This study suggests that the fit between Veteran and family care needs and preferences and the capabilities and characteristics of the NHs considered for placement drives the selection process. This fit is likely contingent, however, on each Veteran's particular circumstances. Thus, for example, the relative importance of geography and privacy on the NH decision calculi may vary depending on length of stay, with distance and single occupancy rooms being less of a concern for short-term than hospice or extended stay placements. Similarly, the inclusion of a SVH in the choice set is likely to be higher among Veterans who live near a SVH or whose medical complexity and available social support does not preclude searching for and selecting a NH directly from the community.
The focus on more readily observable dimensions of performance suggests that a concerted effort needs to be made to more firmly integrate quality of care considerations into the NH selection process. On the community NH side, the VHA took an important step in this direction with the development and implementation of the Community NH Dashboard. The Community NH Dashboard identifies the quality of VA contract and noncontract NHs within each VAMC market using CMS 5-star performance data from NH Compare. The primary aim of the Dashboard is to provide VA Geriatric & Extended Care leaders and contracting officials with a tool to assess the quality of contacted NHs and to identify other high-quality NHs for potential contracting. By facilitating access to CMS quality data the Dashboard could also prove useful for helping VA staff educate and guide Veterans about the appropriateness and desirability of possible placement options. In this respect, the Dashboard's utility for assisting NH search and selection would be enhanced if it included comparable data on CLCs and non-Medicare/Medicaid certified SVHs and served as the repository for information gathered by each VAMC on the specialty care capabilities and quality/other concerns of all potential placement options. 
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